Authorities in each region, in response to a DHSS directive, in order to achieve the aims and objectives of the DHSS Maternity Services Advisory Committee (MSAC). The MSAC was set up in 1981 on the recommendation of the Short Committee to tackle the problems both of the (comparatively) high perinatal mortality rate in the UK and of the growing number of complaints from users of the maternity services about the depersonalized nature of their care. It was made up of between 5 and 9 consultant obstetricians, paediatricians, anaesthetists and psychiatrists, 2 general practitioners, 7 senior midwives, an administrator, a treasurer and a senior social worker, as well as 2 lay members who were both mothers.
Identifying faults in the system The MSAC was not concerned with laying down standards of clinical practice and training, nor with taking evidence, but focused its attention specifically on identifying the (undisputed) faults in the system. In the area of antenatal care, it was readily apparent that hospitals were overwhelmed with the volume of their work, and that in consequence women lacked both continuity of care and time to talk, despite spending many hours in the clinics. In many places intrapartum care had become so technologically orientated that the women's own views were often disregarded. Meanwhile, both general practitioners, who often knew the woman and her family better than anyone, and midwives, who had been trained to be 'expert' in the care of the 'normal' parturient woman, felt frustrated that their skills were being under-utilized.
In postpartum care the main faults seem to relate to a lack of qualified midwives to care for the mother and her baby, particularly with regard to breastfeeding, and the lack of humanity in the treatment of parents whose child had either died or was handicapped.
The problems associated with neonatal intensive care were already well known, and had arisen from the rapid developments in medical equipment and techniques, which meant that more and more very small or sick babies now had a chance of survival, provided that those facilities were available.
The MSAC had decided early on that criticism of the professions or demands for more money from the DHSS would be an inappropriate response to the problems before them. It seemed to them that a major source of difficulty in the whole of the maternal and child health services was that each professional group behaved as if it were working in a vacuum; and that better interdisciplinary communication and reorganization would make better use of the considerable skills available in the NHS, reduce the number of tasks that were duplicated and thus create more timetime which could be used to talk with and listen to women and their families and provide a better standard of individual care. They further felt that the most constructive way to facilitate this multidisciplinary approach was to produce an informative code of practice (based on an agreed philosophy of care), accompanied by an action checklist against each paragraph so that each MSLC could identify the particular shortcomings of its own area.
Strategies for developing the service Even in the field of neonatal intensive care, where the need for more money was acknowledged, it was felt that the first step was for each region to assess the needs of each of its districts so that resources could be divided appropriately between specialized (regional) perinatal centres and district hospitals. To this end, each Regional Health Authority had been asked to produce a 10-year strategy for the overall development of the services in its own region, and begin to implement it immediately. (For example, in Mrs Munro's own region the decision had been taken to increase the spending on neonatal intensive care by 10% over the next 10 years.)
Mrs Munro also gave examples at district level of the enormous improvements that have resulted from the application of the guide to the existing maternity services by her 'own' MSLC: first-stage labour rooms have become single-stage birthing rooms, antenatal clinic waiting times have been reduced, more clinics are being held in the community, more midwives have been employed and the restructuring of the postnatal care wards have enabled them to be better integrated with neonatal care.
In addition to improving specific aspects of care with the aid of the 'Maternity Care in Action' reports, Mrs Munro also saw it as a function of the MSLC to promote the roles of the different professional groups, particularly midwives and general practitioners, such as enabling them to provide more antenatal care in the community (along the lines of Sighthill), and by encouraging the provision and use of facilities by which they could update their skills and knowledge of developments in obstetric practice.
Report of meeting of Forum on Maternity and the Newborn, 5 June 1985 She felt strongly that more consideration should be given to parents' views and that they should be fully recorded in the woman's case notes; and additionally that these case notes should be immediately available when needed and not duplicated by other professionals. She also felt that the baby, once born, was a separate individual and should have notes separate from those of his/her mother. The MSAC was deliberately created to run for a limited period (3 years) so that its vitality and enthusiasm was not dissipated, as might have happened had it been a standing committee. Consequently it has now been wound up and the onus placed on individual District Health Authorities to create liaison committees to take up where the MSAC left off. However, despite a firm directive from the DHSS, strong recommendations from professional colleges and the distribution of 11000 free copies of the MSAC reports, there was no statutory requirement on the health authorities to create MSLCs and she warned that they would not, therefore, happen automatically.
Mrs Munro thus urged the members of the Forum (in their professional capacity) to apply any pressure necessary to their own health authorities to see that an MSLC was set up and that the considerable efforts expended by the MSAC to improve the maternity services were rewarded by being translated into practice.
Policy and practice in midwifery study The second speaker, Jo Garcia (Social Scientist, National Perinatal Epidemiology Unit, Oxford), presented some of the findings of a National Survey of Midwifery Policy and Practice, as they related to MSLCs. The National Survey, which had been worked out in collaboration with the Royal College of Midwives and funded by Birthright, had been conducted by herself and a research midwife, Sally Garforth. It covered many aspects of the care given to 'normal' women both intra-and postnatally, but it was limited to the one disciplinemidwifery.
The study was conducted in two phases; phase 1 took place between May and October 1984 and consisted of a questionnaire survey of the directors of midwifery services in all English health authorities, and included a request for information about MSLCs as they related to the policy-making work of the directors. It also covered each maternity unit in the district, and this ultimately provided information on nearly all the English maternity units, the response rate being 93% (195 questionnaires were sent out, of which 182 were completed, 12 were not returned and one health authority refused to take part).
The second phase took place between January and May 1985. It was felt that, given the complexity of the subject and the wide variation in the styles of policy-making, the questionnaire survey needed to be supplemented with a more detailed study of a smaller sample (of 8 authorities) using interviews with the heads of services, midwives and parents on particular aspects of care; the observation of selected aspects of care in the labour wards, and of relevant meetings where policies and procedures were discussed; and the collection and analysis of policy and procedure documents.
The object of phase 2 was thus to examine the practical details of midwifery policy-making, including the format, details and diffusion of policy and procedure documents. It also looked more closely at the links between midwifery policy and practice in three aspects of care: procedure at admission in labour; routine care immediately following delivery; and some aspects of the transfer of mother and baby from hospital to community midwifery care.
The questionnaire survey indicated that out of a total of 179 health districts (interviewed May-October 1984), only 16 had no MSLCs and no plans to establish one. Of the rest, 120 had been set up and 40 were being planned. One or two regions seemed to be much slower at putting plans into effect than others, and in some of the districts where there was no MSLC this appeared to be due to the opposition of consultant obstetricians.
The composition of the MSLC was also given by 129 of the health authorities. As might have been expected there was a common core of professional members, including consultant obstetricians and paediatricians, midwives, general practitioners and administrators. Occasionally there were also health visitors, community physicians, social workers and health educators, with additional expertise being requested from other disciplines according to the topic under discussion. Of those health authorities that recorded the fact, 54% said they had lay members and these were nearly always representatives of the District Health Authority or Community Health Council. It appeared that there was a tendency for the committees to be dominated by consultant obstetricians (perhaps a sign oftheir reluctance to be represented by a colleague) and, in consequence, they usually chaired the committee. Much more rarely it was chaired by a midwife, general practitioner or DHA representative.
Functions and perceptions of MSLCs All 8 of the health authorities examined in phase 2 had an MSLC, but they differed in their perceptions and functions. Some MSLCs had evolved out of pre-existing groups, indicating that some form of interdisciplinary collaboration was already established. Others were very newly formed in response to DHA directives and were viewed more negatively. As a result the groups met with very variable frequency, with the heads of the midwifery service often keener to meet than other members of the committee. Although the information was not specifically requested, in some cases it was recorded that the MSLC was following the recommendation of the MSAC and having lay members present at alternate meetings.
The heads of services interviewed felt that the primary task of the MSLC was to discuss and implement the recommendations of the MSAC report, and though they clearly felt this was of value, there was little sense of the development of a long-term purpose for the committee, largely because of its perceived lack of power to create policies. Some heads of services thought that MSLCs had provided better links with general practitioners and encouraged the increasing involvement of maternity departments with lay groups such as the National Childbirth Trust and Community Health Councils. This was borne out by the main (phase 1) survey which had shown that over 90% of the directors of midwifery services met with support and consumer groups, ranging from national organizations to specialized local groups such as stillbirth support groups.
Nevertheless, there were some MSLCs that were still fraught with interdisciplinary conflicts and tensions and were thus felt (by the heads of services) to have little value.
In conclusion, Jo Garcia expressed her interest in hearing fromn members of the Forum who had served on MSLCs how they felt the DHSS and Regional Health Authorities could best guide the committees in shaping their long-term role, and how the MSLCs themselves could most effectively fulfil the functions envisaged for them by the MSAC.
Discussion
The discussion which followed re-echoed many of the points that had been made in Jo Garcia's presentation. In some areas the setting up of an MSLC had only been achieved with great difficulty. The opposition to it had come chiefly from consultant obstetricians, and in some areas, where they had bowed to the regional directive, they proceeded to limit the effectiveness of the committee by severely restricting the range of subjects that they were prepared to discuss. Lack of power: In areas where MSLCs were welcomed, a matter of concern to its members was the lack of power to ensure that their recommendations were translated into practice. It was felt by some that time spent discussing the MSAC report was largely wasted if there was no administrative action taken as a result. One of the suggestions put forward was that the committee should be an executive rather than a liaison committee, and report to the District Health Authority through the District General Manager. It was, however, pointed out that to be an effective 'executor' the committee would need to have a budget and a disposable income.
Another legislative amendment that was felt to be necessary by some members of the Forum was a form of constitution to dictate which disciplines and which organizations had to be represented on the committee. This was seen as necessary not only in the event of the committee being given executive power, but also because at present it was possible for the chairperson to prevent any lay representation, thus again limiting its effectiveness as an agent for change.
Consultant autonomy: The discussion returned on several occasions to the subject of individual consultant responsibility and its effect on MSLCs. It was pointed out that it was necessary to have every consultant obstetrician present at MSLC meetings if the committee's decisions were to be heeded, as the consultants, being independent, could not represent each other. It was observed that there was no 'top' in medicine, unlike midwifery and nursing, and that no individual clinician could establish policies that were binding on his colleagues. In some ways this was perceived to be an advantage because it provided variety in practice and meant also that innovative medical schemes (such as that at Hinchingbrooke) were not obstructed in the same way as innovative midwifery schemes might be. However, the consultants' lack of ability to be represented meant, as Jo Garcia had observed, that on many MSLCs obstetricians outnumbered the members ofevery other discipline and were therefore more likely to dominate it.
In situations where this numerical advantage was used to obstruct the functioning of the MSLC, it was suggested that it might be of value to draw the attention of intransigent obstetricians to statements made by the Royal College of Obstetricians and Gynaecologists in their report on antepartum and intrapartum care1, which coincided with and supported the recommendations ofthe MSAC, as well as reminding them that the current secretary of their College (as well as past-presidents) served on the MSAC.
Another suggested tactic was the collection of statistics to provide a basis for the clinical audit of the practice of individual obstetricians in maternity units within a health district, as it was felt that comparison with their peers was a useful way to direct their policies. (The collection of statistics, it was noted, was in fact one of the recommendations of the MSAC.)
Facilitating change: On a more positive note the MSLCs were seen by some Forum members to have a useful role to play in changing professional attitudes, and it was felt that lay members played a considerable part, in some areas, in reshaping the service to make it more responsive to the needs of consumers. Similarly, membership of the MSLC helped to give representatives of lay groups a better understanding of other aspects of the maternity service.
Others felt that the 'check list' included in the MSAC reports could be amended and developed as time went by, and thus the MSLC would never reach a point where it had nothing to contribute.
In drawing the discussion to a close, Mrs Munro said that it had been salutary to listen to the practical problems that members had encountered, and that it had given her considerable food for thought. She urged MSLC members present not to be discouraged by initial difficulties and pointed out that they did have a 'voice'; MSLCs were required to report directly to the health authority every 6 months, and that the report should be taken in a public session. In addition, the Regions were required to report to the DHSS annually.
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